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Congenital  wry  neck  following  sternocleidomastoid  (SCM)
injury  may  lead  to  haematoma  formation  within  the  SCM
or  a  condition  known  as  ﬁbromatosis  colli.
SCM  injury  may  occur  following  in-utero  constraint,
infection,  structural  or  neurological  deﬁcit,  neoplasm  and
trauma.1 Birth  history  of  difﬁculties  during  delivery  has  been
proposed  by  myriad  authors  as  the  main  factor  of  this  condi-
tion.
Ultrasonography  (USG)  of  neck  is  the  main  modality
for  diagnosis.  Albeit  the  usual  spontaneous  regression  and
favourable  prognosis,  this  entity  requires  physiotherapy  and
follow-up  as  left  untreated,  may  result  in  plagiocephaly,
hemifacial  hypoplasia  and  body  distortion.  We  report  two
cases  of  torticollis  secondary  to  SCM  mass  and  their  man-
agement.  We  would  like  to  highlight  that  awareness  of  these
entities  are  prudent  as  to  avoid  unnecessary  and  invasive
investigations.
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 2  month-old  child  who  was  delivered  via  Low-Segment
aesarean-Section  (LSCS)  due  to  intrauterine  breech  pre-
entation  with  prolonged  labour  presented  with  right  neck
welling  since  birth.  According  to  the  mother,  antenatal  USG
id  not  reveal  any  neck  mass  or  any  other  abnormalities.  The
ight  neck  swelling  was  noted  to  be  gradually  increasing  in
ize  for  the  past  two  months.  Despite  the  increasing  size  of
he  mass,  there  were  no  accompanying  obstructive  symp-
oms  and  child  was  tolerating  feeding  well.  The  neck  mass
owever,  caused  restricted  movement  of  the  neck  on  the
ffected  side.  Apart  from  that,  there  were  no  signs  of  an
ctive  infection  and  child  was  noted  to  be  active  by  both
he  parents.
Clinically,  child  was  active  with  no  signs  of  respiratory
istress.  Upon  examination  of  the  neck  mass,  a  right  neck
welling  measuring  3  cm  ×  3  cm  extending  over  level  II  to
II,  ﬁrm  to  hard  consistency,  non-pulsatile,  with  no  signs
f  inﬂammation  was  noted  (Fig.  1).  The  overlying  skin  was
ot  ﬁxed  to  the  mass.  Limited  range  of  neck  movement
as  noted  especially  on  the  affected  side.  Other  physical
xamination  ﬁndings  were  unremarkable.  Ultrasonography
USG)  of  neck  revealed  a  heterogeneous  solid  lesion  within
he  right  SCM  muscle  measuring  2.8  cm  ×  0.9  cm  ×  2.6  cm
ith  no  increase  in  colour  Doppler  seen  within  the  lesion.
 Ce´rvico-Facial. Published by Elsevier Editora Ltda. This is an open
enses/by/4.0/).
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2igure  1  Right  neck  swelling  measuring  3  cm  ×  3  cm  extend-
ng over  level  II--III,  ﬁrm  to  hard  in  consistency.
hese  features  highly  represent  a  right  sternocleidomastoid
aematoma  (Fig.  2).
The  infant  was  referred  for  physiotherapy  and  was  given
 3  week  appointment  upon  which  the  neck  mass  was  noted
o  have  tremendously  subsided.
ase 2
 5  month-old  child  born  to  a  primiparous  mother,  with  a
istory  of  right  sided  neck  swelling  which  has  been  slowly
ncreasing  in  size  for  the  past  one  month.  The  neck  swelling
as  noted  to  be  accompanied  with  limited  movement  of
eck  on  the  affected  side.  The  parents  claimed  that  no
welling  was  noted  prior  to  that.  The  infant  was  delivered  via
pontaneous  Vaginal  Delivery  (SVD)  after  a  prolonged  labour
eriod.  There  was  no  history  of  trauma  or  fall  and  child
as  been  well  and  active  otherwise.  No  signs  of  respiratory
istress  were  noted  by  parents.
Physical  examination  revealed  a  right  neck  swelling  mea-
uring  2  cm  ×  3  cm,  ﬁrm  to  hard  consistency,  non-pulsatile
ith  no  signs  of  active  inﬂammation  over  the  level  II  ster-
ocleidomastoid  region  (Fig.  3).  Torticollis  was  perceived





igure  2  Longitudinal  plane  of  right  neck  shows  heterogenous  hyp
.8 cm  ×  0.9  cm  ×  2.6  cm.  No  increased  in  colour  Doppler  seen  withinard consistency,  non-pulsatile  with  no  signs  of  active  inﬂam-
ation  over  the  level  II  sternocleidomastoid  region.
hickened  right  SCM  in  a  fusiform  manner,  loss  of  the  normal
triae  with  homogenous  increase  in  internal  echogenicity,  no
ypervascularity  or  collection  seen  which  was  suggestive  of
bromatosis  colli  (Fig.  4).  The  child  was  referred  for  phys-
otherapy  and  following  a  3 course  of  physiotherapy  within
 weeks,  the  neck  swelling  and  the  torticollis  completely
esolved.
iscussion
he  term  wryneck  arises  from  old  English  word  wrigan  mean-
ng  to  turn  can  also  be  deﬁned  as  twisted  or  distorted.2
ongenital  muscular  torticollis  may  be  of  three  forms:  ster-
omastoid  tumour  or  torticollis  with  a  mass,  torticollis
ithout  a  mass  and  postural  torticollis.3 Both  of  our  patients
elongs  to  the  ﬁrst  group:  sternomastoid  tumour  with  a
ass.  The  congenital  muscular  torticollis  has  preponderance
f  0.4%.3
SCM  tumour  mostly  occurs  in  infants  born  to  primiparous
others  with  nearly  60%  of  them  with  complicated  delivery.4
reech  presentation  is  said  to  be  the  predominant  factor
eading  to  its  occurrence4 regardless  of  the  mode  of  delivery
s  foetal  malposition  is  one  of  the  main  cause  of  congeni-
al  wryneck.  Naturally,  ﬁbromatosis  colli  manifests  2  weeks
fter  birth  as  a  hard,  immobile,  fusiform  swelling  within
oechoic  lesion  seen  within  the  right  SCM.  This  lesion  measures
 the  lesion.
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RFigure  4  Right  Sternocleidomastoid  Muscle  (SCM)  is  bulky  as
anterior to  the  right  common  carotid  artery  and  right  internal  j
the  SCM  which  increases  in  size  up  to  four  weeks  of  life.
It  has  predilection  towards  the  left  side  of  the  neck.5 On
the  contrary,  both  of  our  patients  has  SCM  mass  on  the  right
side.
Countless  theories  has  been  postulated  regarding
causative  factor  of  wryneck,  amongst  which  birth  injury  and
ischaemia  is  the  most  sought  out  for.6 Birth  trauma  may
lead  to  muscle  stretching  and  haematoma  formation  due  to
the  obstructed  venous  outﬂow  during  intrauterine  develop-
ment  or  during  delivery5 which  precipitates  necrosis  initially,
then  ﬁbrosis  followed  by  emergence  of  secondary  pressure
within  muscle  ﬁbres  causing  SCM  tumefaction.7 This  may  be
the  case  for  our  2nd  infant  discussed,  whereby  his  prim-
iparous  mother  underwent  prolonged  labour  which  would
have  contributed  to  the  ﬁbromatosis  colli  formation.  How-
ever,  ﬁbromatosis  colli  may  also  be  the  underlying  causative
factor  of  torticollis  even  without  an  obvious  neck  mass.
Lesion  may  also  have  taken  place  due  to  intra-uterine  foetal
head  position  resulting  in  selective  injury  to  the  SCM8 which
may  have  led  to  a  haematoma  formation  as  in  our  1st  case.
SCM  mass  with  congenital  wryneck  can  be  considered
as  a  stigmata.  General  practitioners  and  paediatricians
especially  should  not  be  confused  with  other  neck  masses
over  the  SCM  region  including  branchial  cyst,  hemangioma,
lymphangioma,  lipoma,  sebaceous  cyst,  neuroblastoma,
rhabdomyosarcoma,  ﬁbrosarcoma9 cystic  hygroma,  cervical
lymphadenopathy,  as  this  may  delay  the  diagnosis  and  sub-
sequent  treatment.
USG  is  the  best  method  to  diagnose  as  it  is  safe,  fast
and  non-invasive.  Doppler  ultrasonography  can  also  be  used
to  deﬁne  high  resistance  waveform.  On  real  time  sonogra-
phy,  simultaneous  movement  between  the  mass  and  the  rest
of  SCM  is  seen.10 Although,  congenital  wryneck  with  SCM
tumour  can  be  diagnosed  via  clinical  examination,  imaging
studies  may  be  needful  especially  to  conﬁrm  the  diagnosis
and  to  rule  out  other  conditions.  As  for  ﬁne-needle  aspira-
tion  cytology,  it  may  be  mistaken  for  a  ﬁbrous  neoplasia  due
to  similar  histological  features.
Chen  et  al.,  reported  that  90%  of  congenital  torticol-
lis  resolves  within  a  one-year  period.11 Wryneck  secondary
to  SCM  mass  is  treated  normally  with  physiotherapy  whichpared  to  the  left  with  loss  of  normal  striations.  The  lesion  is
r  vein  (V,  internal  jugular  vein;  LN,  lymph  node).
ncludes  active  and  passive  stretching  of  the  SCM  on  the
ffected  side.  Physiotherapy  is  said  to  have  90--95%  of  suc-
ess  rate.8 As  for  surgical  intervention  it  is  reserved  for
atients  with  persistent  SCM  swelling  after  one  year  and
or  infants  with  craniofacial  abnormalities.12 Common  sur-
ical  methods  includes;  excision  of  SCM,  bipolar  release  of
CM  with  Z-plasty  reconstruction  of  muscle  bulk8 and  SCM
enotomy  or  release.
onclusion
indings  of  torticollis  in  their  little  one’s  may  cause  any  par-
nt  to  become  anxious,  hence  it  is  of  dire  importance  that
he  physicians  especially  paediatricians  become  aware  of
uch  entity  and  its  management.  As  delaying  appropriate
hysiotherapy  may  cause  devastating  outcomes  and  unnec-
ssary  burden  both  parents  and  physicians.
onﬂicts of interest
he  authors  declare  no  conﬂicts  of  interest.
eferences
1. Shaﬁ M, Hui JHP. Common paediatric orthopaedic problems in
the upper limb. Singapore Med J. 2006;47:654--60.
2. Hyman CA. Chiropractic adjustments and congenital torticollis
with facial asymmetry: a case study. ICA Rev. 1996;4:1--59.
3. Uhing MR. Management of birth injuries. Clin Perinatol.
2005;32:19--38.
4. Leung AK, Robson WL. Consult Paediatr. 2007;6:168--72.
5. Sönmez K, Türkyilmaz Z, Demirog˘ullari B, Ozen IO, Karabulut R,
Bag˘banci B, et al. Congenital muscular torticollis in children. J
Otorhinolaryngol Relat Spec. 2005;67:344--7.
6. Sanerkin NG, Edwards P. Birth injury to the sternomastoid mus-
cle. J Bone Joint Surg. 1966;48:441--7.
7. Adamoli P, Pavone P, Falsaperla R, Longo R, Vitaliti G, Andaloro
C, et al. Rapid spontaneous resolution of ﬁbromatosis colli in a






12. Kumar V, Prabhu BV, Chattopadhayay A, Nagendhar MY. Bilateral
sternomastoid tumour of infancy. Int J Pediatr Otorhinolaryngol.ARTICLE
 
8. Davids JR, Wenger DR, Mubarak SJ. Congenital muscular tor-
ticollis: sequelae of intrauterine or perinatal compartment
syndrome. J Pediatr Orthop. 1993;2:141--7.
9. Jaber MR, Goldsmith AJ. Sternomastoid tumour of infancy: two
cases of an interesting entity. Int J Pediatr Otorhinolaryngol.
1999;47:269--74.
0. Patrick LE, O’Shea P, Simoneaux SF, Gay BB Jr, Atkinson GO.
Fibromatoses of childhood: the spectrum of radiographic ﬁnd-
ings. Am J Roentgenol. 1996;166:163--9. PRESS
Saniasiaya  J  et  al.
1. Chen CE, Ko JY. Surgical treatment of muscular torticollis
for patients above 6 years of age. Arch Orthop Trauma Surg.2003;67:673--5.
